In order to achieve higher standards of quality in public services, the British government promulgated a series of Charters of which one of the best known is The Patient's Charter.
Background
Throughout the 1990's, one of the principal thrusts of Government policy in the United Kingdom has been to secure increased levels of efficiency and better 'value-formoney' in the public sector. This is particularly true in the case of the UK health budget which, like health budgets throughout the world, is under a constant pressure to contain rising costs. Such costs come under pressure from a variety of sources such as the demographic implications of an ageing population, the pace of technological advance and a rising tide of consumer expectations. The British NHS, moreover, is said to be the largest 'employer' in Western Europe (although employment is actually shared through a variety of agencies) and to deploy a budget of £40 billion per annum.
One particular government initiative was the concept of the 'Citizen's Charter' detailing minimum standards of service to be expected in dealings with government agencies.
The principal 'Citizen's Charter' was soon followed by 'Charters' in several other areas of which one of the most important was 'The Patient's Charter' [1] , later updated and refined as 'The Patient's Charter and you' [2] . In the NHS, there are at least some 40 million outpatient attendances a year and previous research indicated that one of the principal sources of dissatisfaction was the amount of time people typically had to wait in a clinic before they received attention from a member of the medical staff. The two 'Patient's Charters' addressed this problem by indicating that all patients were to be given a specific appointment time with an expectation that patients should be seen within 30 minutes of that time.
In order to meet the provisions of 'The Patient's Charter' it is evident that Hospitals had to engage in systematic monitoring procedures, not only for their own quality control purposes but also because they were required to supply regular monitoring returns to the NHS Management Executive. An objective of Government policy is to bring the 'disciplines' of the private market to bear upon the provision of public services. The British National Health Service is now reorganised into a 'managed market' in which fund-holding GP's and District Health Authorities purchase services directly from hospitals with whom they have contracts. The provision of information upon 'quality' is seen to be a crucial resource when purchasers are seeking or renegotiating contracts with 'providers'. Individual consumers are also given official encouragement to exercise some 'consumer sovereignty' by consulting the NHS Comparative Performance ("League") Tables.
These were published for the first time in June, 1994 and indicate how hospitals and other providers are performing in the context of national standards.
The Leicester General Hospital case-study
In Autumn, 1991, the author was invited to assist the Department of Quality Assurance in formulating a strategy to improve outpatient clinic waiting times -one of the key 'measures' by which the efficiency of a hospital was to be judged under the newly published 'Patient's Charter' guidelines. An initial monitoring was conducted in a variety of clinics and the pilot study indicated that less than 50% of patients received attention within 30 minutes. The median waiting time was greater than 30 minutes and although the figures were not of out of line with then prevailing national standards, it was felt that improvements could and should be effected.
A monitoring programme was instituted in which basic data on arrival times, appointment times, and lengths of consultation times were recorded [4] . This monitoring also recorded the existence of other 'complicating' factors such as whether a patient had arrived late or whether or not the patient had arrived by ambulance as it was not uncommon for patients to be delivered to the outpatients clinic without a great deal of regard to the appointment time.
Clinics were sampled on a monthly basis such that each month several clinics with several hundreds of patients were caught in the sample. The sample was also 'managed' so that each one of the major clinics would be sampled in a three month period. The data was gathered for each patient in a sampled clinic and from this data a series of frequency distributions and other statistical summary measures were generated. The statistical software used was written by the author and could be used on any stand-alone PC. Hence it was not necessary to install expensive add-on modules to the Patient Administration System. Although the author undertook the first few months of analysis, a 'turn-key' system was developed under which the hospital then undertook its own data collection, data preparation and statistical analysis. A sample of some of the reports generated is shown in Appendix 1.
Each month, the statistical reports generated were discussed with the consultants concerned. Local management were concerned that the medical consultants did not perceive the monitoring returns as 'threatening' but rather as a baseline from which further improvements could be effected. Only a few consultants expressed hostility towards the new scheme and the majority recognised that, despite their misgivings, it was government policy that waiting times in clinics should be reduced. A few consultants even embraced the monitoring enthusiastically, aiming at 100% compliance within their own clinics! An important point to be made at this juncture is that the success of the monitoring scheme owed much to enlightened management action. Management and consultants attempted collectively to remove bottlenecks and to identify any barriers that might prevent them working towards to goal of 100% patients seen within 30 minutes. The information in the statistical monitoring helped in this respect, for it was possible to identify more clearly the amount of time to be devoted to 'new' (i.e. first time) outpatients as opposed to 'continuing'(i.e. follow-up patients).
Armed with this better information, it was possible to allocate an appointment 'slot' that more fully reflected the patient's needs and so overall clinic organisation was improved.
As a result of the monitoring exercise and the changes in clinic organisation that resulted from it, the reductions in waiting times were quite dramatic. After a fifteen month period, a sample of clinics was recorded in which 83% patients were seen within 30 minutes and the median waiting time was now of the order of 15 minutes.
Does the case study indicate that 'quality' has been improved ?
'Quality' is a notoriously elastic concept with which to deal if only because the definitions of it are legion and in any case we need to refine traditional definitions of quality, often derived from manufacturing industry, before they can be applied to service sectors such as healthcare. One recent authority has argued that quality in health services may be defined as :
'Fully meeting the needs of those who need the service most, at the lowest cost to the organisation within limits and directives set by higher authorities and purchasers' Nonetheless, it would seem difficult, at first sight, to apply this general principle to the case study described above.
The fact that improvements have been made which order to obtain it from elsewhere. So it would still be necessary to define quality not in absolute terms but within the contexts of the resources that have been made available at any particular time or location.
Quality Management in the Health Service
Quality Management has, at its heart, the concept of satisfying the customer/consumer.
In the case of the plurality of goods and services, this concept does not cause a great deal of difficulty. However, it does create an enormous dilemma when applied to healthcare services in contemporary Britain in which there is a 'managed' market split between institutional purchasers and providers. The crux of the problem is that whilst an individual patient may the consumer of a service, the actual purchaser of the service could be one of a whose series of agencies. We might take a hypothetical example of an old person who needs a hip replacement operation in order to secure a degree of mobility into advanced old age. The 'consumer' of the service is the old person themselves but the 'purchaser' could be one of the following : In a further attempt to unravel the roles involved, Øvretveit addresses the differences in roles to be found between the public and the private sector:
'Again, it is not clear how far the 1990 NHS reforms will increase choice and minimise these differences between public and private sectors. It is clear these differences must be considered when developing and introducing a quality programme....
Purchasing agencies and most providers have to satisfy a range of demands which frequently conflict...Not only is there the direct beneficiary of the service (the client), there are also the beneficiaries 'informal carers' -relatives, friends and neighbours.
Providers also have to satisfy a referrer, who in the UK is usually a GP and may be one with a budget and hence a 'purchaser-client' Finally, in some instances, the community at large may be the client, requiring the service to act on behalf of the community to protect its well-being...
The answers are more difficult to find in public services than in a service where an individual walks in, cash in hand, asking for a service.' (Øvretveit, [5] pp.12-13)
In summary, the position adopted by Øvretveit appears to be that  providers and providers have to satisfy more than the prime 'consumer' to achieve quality  the interests of the different parties have to be reconciled or at least 'satisficed' Such a formulation seems to derive from the classic equilibrium theory of classical economists in which there is a presumption that conflicts of interests can be successfully 'managed' or at least brought into some degree of reconciliation. It could be argued, however, that in attempting to pursue a goal of equity and equality of access to a service, a purchaser could inadvertently be instrumental in reducing rather than increasing the overall quality of the service. The problem also remains that to satisfy one consumer may be to 'dissatisfy' several other consumers whose needs may be just as urgent but whose voice is not heard. The well publicised case of a The difficulty with such statistical abstractions, though, is they present the unit or organisation under investigation through a type of bureaucratic filter in which the life-blood and the dynamics of the social processes at work are completely ignored. In order to attempt to rescue a TQM approach, it is necessary to adopt an approach in which the values, attitudes and world-views of the key-players are given full expression. Such an approach is termed 'ecological' in that it is necessary to study social phenomena in more naturalistic settings rather than attempt too crude an abstraction (for example by collecting only figures on performance). This approach derives from the philosophical stance that social phenomena are best studied 'in the round', in much the same way that flora and fauna are studied in their own ecological 'niche'.
An ecological approach would evidently need to systematically consult the views of patients themselves. Emphatically, this does not mean merely the administration of another 'patient satisfaction' survey. Rather, periods of participant observation or more focused discussion could be utilised to indicate what, in the patients' minds are the indications of a quality service in so far as they are able to determine it. The perceptions of clinic staff could well be brought together in a variation of clinical audit.
The same considerations would apply to the clinical and support staff involved. A 'quality' experience from the perspective of the clinician could well be one in which all diagnostic results were immediately to hand when required and in which no undue time restraint was felt to be in evidence.
The statistical monitoring procedures currently conducted can be used to indicate the removal of 'dis-satisfiers' and fulfil the function of presenting representative data to higher management and Government. However, it can be argued that the richer texture of data provided by an ecological approach gives both clinicians and managers a more intuitive way of assessing the quality of services under their control.
Some would argue that the data appears 'softer' and less 'scientific' but this is to miss the point. Quality evaluation needs to capture both the 'reality of the experience' as well as the more formal data represented by the conventional statistical returns.
A 'clash of cultures'
Reference has already been made to the fact that the political machine may require one set of data whilst professionals concerned with the efficacy of the service they are delivering may require another. This paper concludes by indicating that it is possible to bring both of these concerns together into common program of quality monitoring.
Removal of sources of dissatisfaction
It is axiomatic that patients may not be in a good position to judge the quality of the clinical care that they receive in a clinic. However, it is quite possible to identify those aspects of clinic organisation that are found irksome and to remove the same.
Given that many patients have had arduous journeys and often complicated domestic arrangements to undertake in order to attend a clinic, then there is a good therapeutic argument for making the environment as comfortable and non-threatening as possible.
Studies of departments which have tried to radically improve themselves point to the importance of soft furnishings, supplies of refreshments, ready availability of reading matter, the provision of information concerning any delays, good signing around the hospital and so on.
Distributional questions
Very often a quality approach to clinic organisation will take seriously a patients' complaint scheme if not a suggestion box approach. There is an ever 
The 'professional' v. 'bureaucratic' model
The argument here is that professional groups (typically clinical staff) will generate a higher quality service if left to develop their own particular quality sub-cultures. The role of management could therefore be to facilitate degrees of medical and clinical audit which were completely self-managed. It could be that medical staff require technical assistance in the extraction of datasets and other information (e.g. Did Not
Attend's) in order to monitor their own performance. Such self-managed activities could be viewed as wresting a degree of managerial control back from the frontier of control which has reduced the independence and autonomy of key groups of clinical staff. It is always possible that key 'producer groups' define priorities in such a way that their own interests are safeguarded. It is possible to exaggerate this danger however. A more powerful argument is to suggest that professional groups will play a more dynamic role in the development of quality standards in the National Health Service and elsewhere if a certain degree of autonomy is restored to them.
Conclusion
It is quite possible that the whole debate about 'quality' is nothing to do with quality at all.
The cynic could argue that 'quality' is a useful emblematic statement with which higher management attempt to wrest a degree of bureaucratic control away from the perceived power of the clinical staff and other producer groups. As Hughes and
'The likely consequence of the 1990-91 reforms is that bureaucratic regulation will live on, but with the loci of power shifted towards the top (the Health Secretary and the NHS Management Executive) rather than the middle tiers of the management hierarchy (the regions). This will be the necessary counterbalance to a growth of self-protective behaviour and fair practices at provider level. As a result, the internal market risks delivering the worst of all worlds: the complications of the quasi-market and the rigidities of continuing, partially disguised, topdown control'
(Hughes and McGuire, [7] , p. 109)
There is a danger, highlighted in some of the arguments advanced above, that over-concern with purely quantitative indicators of quality could lead to the emergence of practices which actually destroy quality. For example, it is not inconceivable that in some out-patient clinics there may be pressure to cancel appointments or to 'rush' appointments in order to maximise their 'quality rankings'.
The ultimate irony would be if a concern with quality in NHS clinics (and in other public services) were to reduce the quality of the service that the measures were designed to raise.
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